Background/Aim. A consistent association between socioeconomic determinants and health related variables has been found in many European countries. The aims of this study were: to analyze the association of socioeconomic factors with self-perceived health and utilization of health services as well as to suggest some interventions to overcome the existing problems. Methods. Hybrid study was pefrormed. The two cross-sectional studies were conducted on quota samples (1999 and 2015) in Kruševac Municipality. The questionnaire was used as the investigation instrument for 196 interviewees in 1999 and 226 interviewees in 2015. Results. In the reporting period, there were the following results: a significant increase in people who did not have a steady income (χ 2 = 22.800; df = 4; р < 0.01), a decrease in the number of people who perceived their own health as "well" and "very well", a significant increase (6.1%) in people who did not visit anyone when disease occurred, a decrease of 13.2% in number of people who, at least once, visited the general practitioner and an increase in the number of people who visited private health care sector. The findings revealed inequalities in self-perceived health depending on socioeconomic position, in particular educational and employment status (χ 2 = 11.293; df = 4; p < 0.05). There are two major ways in which unemployment affects health: lack of income and ability to meet daily needs and emotional stress related to the meaning of the work, uncertain future, loss of self-esteem, and identity. Conclusion. Equality is a key value in the assessment of the effects on health. It is necessary to conduct effective interventions for overcoming the consequences in society that would be focused on a specific target group in one territory.
Introduction
Inequalities in health of both an individual and population are inevitable. They come as consequences of a difference in genes, social and economic living conditions or they are a result of an individual's choices and actions. Also, the inequalities in health come as a consequence of a difference in possibilities of individuals (inequality in healthcare acces-Simović T, et al. Vojnosanit Pregl 2018; 75(6): 618-622. sibility, housing differences, healthy eating or physical activity). Poverty is one of the main causes of health degradation.
In the year 1820, the ratio between the rich and the poor were 3 : 1 and in 1992, it was 72 : 1 1 . The countries with developed democracies have 86% of gross domestic product 1 . Equity in health issues involves trying to understand and give people what they need to enjoy full and healthy lives. Equality, in contrast, aims to ensure that everyone gets the same things in order to enjoy full and healthy lives. Like equity, equality aims to promote fairness and justice, but it can only work if everyone starts from the same place and needs the same things 2 . As the Pan-American Health Organization puts it, equity is the means; equality is the outcome 2 . Equity means social justice or fairness. It is an ethical concept, grounded in principles of distributive justice 3 . Equity in health care is defined as the absence of systemic disparities in health (or in the major social determinants of health) between social groups who have different levels of underlying social advantages/disadvantages, that is, different positions in a social hierarchy 3 . Inequities in health systematically put groups of people who are already socially disadvantaged (for example, by being poor, female, and/or belonging to some disenfranchised racial, ethnic or religious group) even in a worse position with respect to their health 3 . Equity in health care is defined as: equal access to available care for equal need, equal utilization for equal need and equal quality of care for all 4 . Financial, organizational and cultural barriers confront people wanting to use services, so, although they may have right to health care in theory, their access may be restricted in practice. Inequities in access also arise when resources and facilities are unevenly distributed around the country, clustered in urban and more prosperous areas and scarce in deprived and rural neighborhoods 4 . Equality and equity mean that the full attention must be diverted to those who need it most, to those who are carrying the greatest burden of illness and to those who are receiving inadequate medical attention or are endangered by poverty. Moreover, one of the principles of the healthcare policies is reduction of inequalities in health.
Today, image of Serbia is characterized by a socially stratified society, with an ever more drastic inequality between social layers. Social differences are more and more pronounced in Serbia, which have been verified by experts. The last research of this phenomenon in Serbia showed that the inequality coefficient in the year 2013 was 38, which means that the country is slipping towards the zone of a pronounced inequality 5 (until 2009 researches with the Gini coefficient for measuring the economic inequality was 28 which showed that Serbia was not in this zone). Serbia, along with Macedonia is the country with the highest level of economic inequality in Europe 5 . Although there is available data that the number of poor people in Serbia decreased, a part of them, who were in a multiply unfavorable position when it comes to education, healthcare and living standards, represented 3.1% of the population become poorer 6 . The intensity of their poverty worsen from 38.3% in 2005 to about 40% in 2010 6 . The average growth of social development in Serbia (0.34%) between 2000 and 2013, was the lowest in the region 6 , and a drop was predicted in the upcoming period due to the combination of a drop in income and difficulties in accessing education and healthcare 6 . The great inequalities contribute, on one side, to socially disintegrative processes and, on the other one, they make a county's exit out of poverty more difficult. Demographic changes are closely related to the issues of inequality and poverty, aging of the population, decrease in the cultural influence on the development of a country as well as the increase in pathological disorders in the society.
Many researches have shown a mutual directly proportional relationship between health and income [7] [8] [9] . Furthermore, it was concluded that life expectancy and education had a direct and indirect (over income) impact on health 7 . Thus, socioeconomic variables (such as income, education, profession, employment) have the same, or just a little less, effect on the health as well as lifestyle 10, 11 . The main reason for inequality in the city of Kuševac in Serbia is a high unemployment rate, since the data acquired by the National Employment Agency show that the rate is higher than in the country (around 36% in 2013, as opposed to 25% in Serbia)
12 . In the previously described conditions, it is important for public health professionals to perceive the size of the challenges as consequences of inequality and to discover ways to reduce the impacts of this inequality on the health of the inhabitants in a certain region in a sustainable and adequate manner.
Methods
The method used in this research belongs to the group of analytical epidemiological methods called hybrid studies, in one of their subgroups, that is, repeated measures designed study. Two consecutive cross-sectional studies were undertaken, in September and October of 1999 and in September of 2015. The research was conducted on a 5‰ quota sample of the population of the city of Kuševac (inhabitants older than 18). In this way, 196 participants were surveyed in the year 1999 and 226 participants in 2015. The analysis of sociodemographic characteristics of the participants showed that a somewhat larger amount of women than men was surveyed (53.1%), the largest number of participants had only high school education (55.3%), while 20.4% of the participants had some form of higher education and 28.2% of the participants only graduated from elementary school or completed apprenticeship in some craft. As there were no statistically significant differences in the distribution by gender (χ 2 = 0.00454, df = 1, r > 0.05), age (χ 2 = 0.043, df = 2, r > 0.05) and educational attainment (χ 2 = 0.019, df = 2, r > 0.05) between the population who filled out the questionnaire and those in census, a sample of the population of Kruševac can be considered representative, so, the results of the research can be generalized to the entire population of Kruševac.
The instrument was a questionnaire with 20 questions divided into four sections: demographic and socioeconomic variables (8 questions), self-assessed health (5 questions), the use of healthcare (5 questions) and out-of-pocket paying for health services (2 questions). Information was gathered through "face to face" interviews. The participants with previously determined characteristics were surveyed in their houses and workplaces.
The data were processed using the methods of descriptive statistics and their relevance was tested with χ 2 -test.
Results
As far as the percentage of participants who had a stable income (full time employment of pension) in 1999 (83.2%) and 2015 (63.7%) was considered, there were significant changes as well as in the pool of the participants with part-time employment or unemployed or "housewives" (10.2%, and 23.6%, respectively) ( Table 1) . This difference was highly statistically significant (χ 2 = 22.800; df = 4; р < 0.01). Table 1 The Тhe average income per capita in surveyed households in 2015 was 9,055.96 dinars (€75), with mod as typical value as 10.000 dinars (€83) and in those who were surveyed in 1999 it was 1.078,00 dinars (€45), with mode of 1,000 dinars (€42). Although respondents in 2015 their material status generally described as better than in 1999, the differences in frequency were not statistically significant (χ 2 = 4.601; df = 2; p > 0.05).
In 1999, 53.1% of the surveyed participants assessed their health as good or very good, while in 2015 this percentage was smaller -45.1%, but the differences in frequency were not statistically significant (χ 2 = 3.503, df = 2, p > 0.05) ( Table 2) . A statistically significant relationship between selfassessed health and material status of the participant was established (χ 2 = 11.293; df = 4; p < 0.05) in a sense that the participants who assessed their material status as very good or good were more prone to assess their health as good or very good, and the ones who assessed their material status as bad and very bad, assessed their health in the same manner, too. The situation remained unchanged when the participants with higher education perceived their health as good as compared to the ones who have only graduated from elementary school, or not even that, who often perceive their health as poor.
In 1999 about 33% of the surveyed participants who are suffering from a chronic disease named the lack of funds as the reason for the lack of abidance to the suggested regime of lifestyle, while in 2015 this percentage was 74%.
When we took into consideration to who the participants go when they were ill, we saw the difference between the two years the study was conducted : in 1999, 68.4% and in 2015 74.3% of them asked help from a doctor in a community health center, a private doctor (4.1% and 11.1%, respectively), while 22.4% and 8.0%, respectively went to the doctor in a specialized consultative service in the public sector of healthcare, and 5.1% and 6.6% respectively, did not ask for medical help (Table 3) . This difference was highly statistically significant (χ 2 = 22.469; df = 3; p < 0.01). The distribution of the number of visits to the general practitioner in the public sector of healthcare in the two observed years pinpoints the significant changes in the use of services provided: the number of those who, in the previous 6 months did not visit the general practitioner in the government sector of healthcare increased by 6.1%, and the number of those who visited the general practitioner at least once decreased by 13.2%. Thus, the increase in the average number of visits to the general practitioner, from 2.1 per year in 1999 to 3.7 in 2105 was actually a consequence of more frequent visits by the people who had already used to using the services of general practitioner in the government sector of healthcare. Namely, the number of those who used these services 10 or more times a year increased from 4.6% in 1999 to 13.7% in 2015.
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As the main cause of dissatisfaction with health care services provided in the public health sector in 2015, respondents identified lack of money, and after that, health professionals and poor work organization. Compared to 1999, this difference was statistically highly significant (χ 2 = 29.572, df = 3, p < 0.01) ( Table 4) . The average amount of money spent per participant in both public and private health sector in 1999 was 694.8 dinars (€29) and in 2015, it was six times more -14,448.00 dinars (€180.6). The amount for the public health sector in 1999 was 138.9 dinars (€5,8) and in 2015 it was 2,784.00 dinars (€34.8). In 1999 for the private health sector it was 555.9 dinars (€23.2), and in 2015, it was 11,256.00 dinars (€140.7).
Discussion
The results of this study correlate to results of various different studies which point to the fact that the level of education is in a proportional relationship with the selfassessment of health 13, 14 and that it is possible that the inequality in healthcare is a consequence of the perceived fact that the people with higher education have more skills for solving everyday challenges which could have a negative influence on the health of an individual 15 . Unemployment influences the health in two main ways: by a lack of material funds and ability to meet everyday needs as well as the emotional stress related to a lack of job, uncertain future, loss of self-esteem or identity 16 . Furthermore, the studies point to a direct proportional relation between a provided healthcare and individual demands for healthcare 7 as well as between the use of healthcare services and socioeconomic determinants of health 11 . Other studies show that the ever present decrease in the number of the healthcare users has its origin in: the growing skepticism of the public towards new medication and therapeutic treatments, the increase in the user autonomy and readiness of the public to accept upon itself more responsibility for its own health, the change of relationships between income, education and use of public healthcare, the aging of the population with the accompanying increase in the number of chronic diseases and in the decrease in the sizes of families 11 .
It is important to highlight some issues concerning inequalities. This is the idea that one should think of health inequalities as deriving from material conditions of life, not psychological factors 17 . But, there are two significant notes about that: first, health inequalities are not limited to those living in absolute deprivation, and, second, material conditions and psychosocial factors are intimately related 18 . Part of the problem of inequalities in health has to do with education, with conditions at work, with job insecurity and unemployment and the nature of neighborhoods 18 . Good health involves reducing levels of educational failure, reducing insecurity and unemployment and improving housing standards. Societies that enable all citizens to play a full and useful role in the social, economic and cultural life of their society will be healthier than those where people face insecurity, exclusion and deprivation 19 . Stressful circumstances making people feel worried, anxious and unable to cope, are damaging to health and may lead to premature death as well as lack of control over work and home 19 . A shortage of food, excess intake and lack of variety cause malnutrition and deficiency diseases 19 . The other main social determinants of health in our society today are: early life, social exclusion, working condition, unemployment, social support, addiction and transport policy 19 . Nowadays, there are eight topic groups that are recognized for actions in key areas relating to health in Europe 20 : young age, education and the family; employment and working conditions, including occupation, unemployment and migrant workers; disadvantage, social exclusion and vulnerability; gross domestic product (GDP), taxes, income and welfare; sustainability and community; preventing and treating ill health; gender and older people. This is why effective interventions for overcoming the consequences of inequality in the society are necessary. Policy and actions have to attack the causes of ill-health before they can lead to problems on the following levels: wider society, systems, and life course stages (prenatal, early years, working age and older ages). This is challenging task for both decision-makers and public health actors. The healthcare institutions have a role as partners only in one part of activities. Nowadays, there are very important discussions on how social determinants such as birthplace and income can have a greater effect on our lives than access to health care. These would be conducted on a specific target group on a single area following the next steps: superficial interventions (directed on the "symptoms", neglecting the causes of a certain phenomenon), operative interventions (directed on specific activities), preventive interventions (directed on causes of a certain phenomenon) and basic interventions (no direct effects, but they secure the prerequisites and the framework of all the previous interventions).
Conclusion
Health inequalities arise from the conditions in which people are born, grow, live, work and age, and the social determinants of health -inequities in power, money and resources. This survey showed a direct connection between
